An unusual opportunity to examine the therapeutic community concept presented itself in 1967. A reorganization within the Clarke Institute of Psychiatry in Toronto resulted in psychoanalytically-oriented psychiatrists replacing those of non-analytic orientation who had been running a special milieu therapy ward. The new psychiatrists introduced changes which led to the development of a therapeutic community approach to treatment. The transition from one approach to the other proved both stressful and rewarding in that it led to an examination of the concepts underlying the two programs.
Background and Concepts
Since the term 'therapeutic community' was introduced by Main (8) in 1946, voluminous literature has developed and a variety of terms have been used to describe the different approaches. These include: 'therapeutic community', 'milieu therapy' 'rehabilitation therapy', 'social therapy', administrative therapy' and 'therapeutic milieu'. All these terms imply the involvement of social and milieu factors in the treatment of the patient.
There are three distinct ways of understanding the relationship of an individual. to his milieu. These' may be seen as three dimensions of Interaction which vary in their importance to any given situation.
1) The therapeutic community approach analyzes events in terms of their intrapsychic significance. 2) The milieu therapy approach analyzes the situation from the point of view of its social appropriateness and the use of social skills.
3) The therapeutic milieu is concerned with ward and hospital organization and interaction.
The Therapeutic Community
Main used this term to describe the Northfield Experiment in England which was a deliberate attempt to use the hospital as a ,'community'. The immediate aim was full participation of its members in its daily life; the eventual aim was the re-socialization of the neurotic individual for life in society. It was seen as a potentially therapeutic setting with a spontaneous and emotionally structured organization in which all staff and patients engaged. Neurotic drives were socialized and modified by social demands wi~in a real setting; there was ego-strengthemng and an increasing capacity for sincerẽ d easy social relationships. The therapy aimed at providing the individual with the capacity and technique for stable life in a 'real role' in the 'real world'.
This concept of the therapeutic community permits patients to be treated individually if necessary. Nevertheless the general program relied heavily on the use of group psychotherapy techniques such as those described by Bion (1), Foulkes (5) and Davidson (4) . Following the Northfield Experiment, Main developed his approach at the Cassell Hospital for the psychoanalytically-oriented treatment of neurotic patients.
Milieu Therapy
Although 'milieu therapy' or 'rehabilitation therapy' are terms which now can be distinguished from the therapeutic community, the source of the latter appears also to have been in the Northfield Experiment. During the war years Maxwell Jones (7) worked at Mill Hill (England) in charge of the Effort Syndrome Unit, and in 1945 he joined other psychiatrists at the Ex-Prisoner-of-War Unit, Dartford (England) Vol. 16, No. 3 in a rehabilitative program. Following his experience in this setting he started the Social Rehabilitation Unit at Belmont Hospital in 1947. Most of the patients in this unit had severe character disorders or were sociopaths. In his study of this community Rapoport (10) drew the distinction between treatment and rehabilitation. He defined 'treatment' as those measures which were principally aimed at the alteration of the individual personality toward better intrapsychic integration and were conducted by both staff and patients. In this sense, Rapoport's definition appears to have been the same as that of Main. Rehabilitation, on the other hand, was defined as those measures which have as their immediate aim the fitting of a particular personality to the demands of the ongoing social system. In this sense rehabilitation was seen as an approach which stressed the development of social and work skills.
Although Clark (2) uses different terms it would appear that he is in general agreement with Rapoport in identifying a difference between these two aspects of the therapeutic community. Cumming (3) sees milieu therapy as an approach related to the devel-· opment of the patient's specific skills in social interaction. These skills provide methods of helping the patient increase his ability to hold his own in everyday life. Milieu therapy is more concerned with the development of skills on a conscious and interpersonal level than with the development of insight and intrapsychic modification.
The Therapeutic Milieu
This term has been used by Herz (6) as a way of explaining that all patients exist in some kind of milieu and that it is important to distinguish which features in the milieu are therapeutic and which are antitherapeutic. Herz points out that the therapeutic community approach has stressed the blurring of roles for both patients and staff. He indicates that this can produce increased conflict, competition, hostility and anxiety, because there are differences in training, responsibility, status and function, and to make believe that they do not exist accomplishes nothing. It is important to make maximum use of the talents of both staff and patients but their roles should be clearly defined. It is necessary to find out what is most useful in any given situation, rather than trying to blindly apply specific ideologies.
The work of Harry Stack Sullivan at the Sheppard and Enoch Pratt Hospital in the United States of America from 1929 to 1931 demonstrated the importance of environmental factors on schizophrenic patients. Despite the absence of detailed reports concerning the operations of the ward, the high percentage of recoveries is a comment on the therapeutic effectiveness of this institution, as noted by Myerson (9) . 'Total push therapy' (1939) was the next major step in the development of the therapeutic milieu (9) .
Perhaps the most significant contribution to an understanding of this aspect of the patient in a social setting was the study of the Chestnut Lodge Sanitarium in the United States of America by Stanton and Schwartz (11) . Theirs was a most searching analysis of the interaction between staff members. They demonstrated unequivocally that conflict and failure of communications between members of staff are reflected throughout the organization, revealing themselves in the pathological behaviour of patients as well as staff.
This outline of the therapeutic milieu concept makes it evident that it is quite distinct from the other two concepts, which will be discussed in greater detail later in this paper.
From Milieu Therapy to a Therapeutic Community
This ward at the Clarke Institute was first conducted as a milieu therapy unit; it then passed through a transition phase for several months and finally became a therapeutic community.
The Milieu Therapy Approacb
The initial period extended from mid-1966, when this Institute opened, to mid-1967. Many of the psychiatrists, social workers and nurses had worked together in another hospital where they had developed some of the concepts which were used in the new setting. As this was a milieu therapy ward, the emphasis was on group therapy. Each day started with a ward meeting at which patients and staff discussed ward events, particularly the social acceptability of behaviour. Patient privileges in the ward and around the hospital were graded in a series of clearly defined 'stages'. Each stage was equated with the degree of illness and carried with it certain responsibilities.
The personality and personal involvement of staff members was considered to be more important than their professional skills, which frequently were barriers to personal involvement. First names were used and no staff member wore a uniform or name tag so that they could dress in their own taste, although a nurse could be identified by the pass key she had pinned to her dress. The merging of roles extended into the psychotherapeutic situation where patients were encouraged to seek out the staff, or other patients whose personalities suited their needs. These psychotherapeutic sessions employed the cathartic technique of talking out emotions and thoughts in a conscious, hereand-now, fashion. Confrontations were a major component of the 'feed back' which patients received, so that being tearfully demanding might bring forth an angry 'smarten up' response from a staff member. The approach favoured rationalization and repression rather than analytic insight.
Decisions were made by the democratic process of seeking concensus or majority support. Although there had been an earlier separation between the open ward meetings for patients and staff and the closed staff planning meetings, the patients eventually participated in the latter so that they could have first-hand knowledge of staff reports on their conditions and discussion of medication, investigations and so on. Although patients were treated with drugs. and physical therapies, these were considered of little importance as were most of the trappings of the medical model, such as history-taking and the categorization of patient conditions into diagnostic entities.
Since the majority of the patients on the unit were young adults and adolescents, most of whom had poor impulse control and difficulties in social interaction, this type of milieu ward provided a useful learning situation for many of them. Patients who acted without consideration of the environmental response of their actions soon learned what was acceptable on their ward and what would lead to rejection of their behaviour by loss of 'stage' status. In time, aggressive behaviour would come to be expressed as angry words. Depressed, hopeless or bizarre ideas were replaced by rational, positive thinking as patients recognized the necessity to give up their sick roles. In their use of the term 'role', this community assumed that it was something conscious, learned and subject to modification by social forces and the will of the patient. Thus the patient was responsible for his sick behaviour and thinking, and he was expected to give up the sick role for the healthy role.
Within this ward there was a strong sense of mutual identification, a rather idealized view of the significance of the group and their leaders and also a tendency to reject the norms of the Institute. A mixture of envy and frustration was felt by people in other sections of the Institute when the staff and patients on this ward seemed reluctant to share its regular clinical and educational functions. In this sense the smaller ward community was pitted against the larger. community represented by the Institute.
The Transitional Phase
This period extended over several months and brought into focus the differences between the two approaches to the ward.
The Therapeutic Community Approach
This was the terminology used to describe the ward several months later. In this phase group techniques continued to be used extensively but were seen as being complimentary to individualized treatment pro-Vol. 16, No. 3 grams. Ward meetings had been reduced to three per week and were attended by staff and patients. Unlike the earlier situation certain patients were excluded from the ward meetings because their psychotic behaviour was considered to be a disrupting influence. Those attending the meetings concerned themselves with rational, practical issues as a way to decision-making on dayto-day matters, but the analysis of group interaction was encouraged by involving the group in free-floating discussion, from which action and decisions were not expected.
Each ward meeting was followed by a staff meeting where the more experienced psychiatrists discussed group dynamics and the technique of managing the ward meeting. Patients were excluded from these postward sessions and they were also excluded from staff planning meetings or rounds, when the members of the staff reported their observations and findings, and decisions were made. Professional roles had become highly differentiated ina conceptual framework, and role definition existed also in the ward meetings. The patients had become a heterogeneous group with great differences in diagnostic categories, and sickness was considered to be the result of unconscious and constitutional forces outside the control of conscious reason or will. The community differentiated between sickness and behaviour which was controllable on a conscious and rational level.
The Transitional Phase -A Second Look
If we return to consider the period of transition we see a phase during which there were two cultures existing side by side with much strain and controversy. One culture represented those who had worked in the milieu period; the other was seen as the 'new' staff.
During this phase ward meetings demonstrated the divergent methods of responding to the content. The staff and patients who had worked in the milieu period looked upon these sessions as times to discuss and emphasize the effects of behaviour and ways of finding more acceptable forms of expression of emotions and drives. The newer staff saw the ward meetings as times .to examine the roots of behaviour and emphasized the free discussion about the antecedent events in order to try to bring understanding and insight. They used group dynamic interpretations and their professional knowledge to try to explain those elements of behaviour which they considered to be due to psychiatric disorder. When it seemed appropriate, information was given regarding the measures which the staff were taking to help individual patients to gain mastery over their behaviour.
In this transition phase the management of aggression and hostility was seen in widely divergent ways. In the milieu period aggressive outbursts were referred to the patient group to find means of control. Hostile statements about parents and societyat-large were accepted as being relatively justified and the group explored practical means of resolving these situations. The new staff reacted quite differently. They chose to interpret these attitudes as derivatives of oedipal rebelliousness and they interpreted the positive attitudes to ward staff and mores as idealization in the service of splitting good and bad feelings. Their focus was on the intrapsychic situation. This change placed a great strain on the staff who did not have the knowledge and training needed to respond professionally to transference hostility.
Discussion
Examination of the application of therapeutic community concepts in our setting makes it apparent that the 'ward' had allowed over-enthusiasm to obscure many problems. While the therapeutic community may be the opposite of the traditional hospital (which may engender dependency and institutionalization), a ward or a hospital becomes anti-therapeutic if it rejects proven techniques. By rejecting the necessity to conduct thorough history-taking this ward failed to identify psychodynamic factors in certain neurotic patients. Insistence on the milieu approach to the exclusion of other therapies meant that some patients with clear-cut psychoses were not treated with physical and pharmacological agents of proven efficacy. In the absence of an experimental approach aimed at comparing the results of a 'pure' milieu program with other treatment modalities, one is left with the conclusion that the milieu ward was antitherapeutic for those patients who were not properly. selected for the rehabilitative approach which was being used.
The uncritical application of some of the therapeutic community concepts appeared to have concealed certain deficiencies. In a review of the therapeutic community, Zeitlyn (13) cautioned against most of the problems which existed to a greater or lesser degree in this ward. Thus it was that the blurring of roles and the insistence on the use of personal involvement concealed the inadequacies of some staff members in the specific techniques of their professional disciplines. Once the diffuse blurring was penetrated it was discovered that these persons had a most inadequate understanding of the ramifications of the therapeutic community approaches and also of general psychiatry.
The necessity to differentiate between authoritarianism and rational professional authority had not been understood by the staff and patients who remained with the ward in its transition. The necessity to differentiate between a flexible blurring of roles and the assumption of constructive professional authority has been pointed out in Rapoport's study of the Henderson Hospital Unit in England· and also in the ten year-follow-up study of that Unit by Whiteley and Zlatic (12) . In this ward, antiauthoritarianism seems to have been used to help develop a form of scape-goat phenomenon. Idealization of the ward, its mores and its leadership was matched with denigration and hostility directed to persons outside the ward. While this may have been an effective means of cushioning hostile impulses, it was difficult to see how these patients could move on to resolve the underlying oedipal conflicts in the absence of further treatment. Zeitlyn (13) has indicated that the therapeutic community approaches may be misapplied with wild, unsystematic enthusiasm. The experience reported in this paper lends support to his insistence on the need to maintain careful and constant evaluation of the techniques applied under the rubric of the therapeutic community. Although the crisis on the ward was stressful it led to a valuable re-examination of therapeutic community principles. In this way it encouraged the staff to embark on an important learning experience. tres qui n'avaient pas recu cette orientation et qui avaient dirige une salle speciale de therapeutique du milieu. Ce changement a conduit a un examen des concepts sousjacents a la therapeutique du milieu et a la communaute therapeutique.
L'auteur a passe en revue la litterature d'un point de vue historique et il decrit trois facons distinctes qui permettent de comprendre les rapports de l'individu avec son milieu: (1) L'abord communaute therapeutique analyse les evenements selon leur signification intrapsychique; : (2) L'abord therapeutique du milieu analyse la situation du point de vue de sa convenance sociale et de l'emploi des aptitudes sociales; (3) Le milieu therapeutique a trait a l'organisation et a l'interaction de l'hopital et des salles.
La salle du Clarke Institute est decrite en termes d'interaction de l'individu envers Ie milieu, montrant la periode initiale du milieu, phase de transition, et la derniere periode comme communaute therapeutique. L'auteur expose les avantages et les limitations des deux abords et il voudrait qu'on se montre plus clair et plus consequent dans l'application des concepts et des techniques de la communaute therapeutique.
Patients must be adjusted socially as well as medically. The physicians must thus also playa social role.
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